A technique is described for treating the urethral syndrome in ambulant women by cryosurgery under local anaesthesia using a specially devised guard or applicator. This follows a trial study (Parkes & Boreham 1980) in which a modified guard was used. Experience with over 350 cases and detailed follow up of 111 of them has confirmed improvement in 95% (93 of 111). No patient was made worse, only 10 required second treatments and the majority, when asked, said they thought the treatment was of value and that they would be prepared to have the same treatment again if necessary. This is a simple, safe and harmless technique for the treatment of the female urethral syndrome. It can be carried out under local anaesthesia as an outpatient or under general anaesthesia following cystoscopy. It causes few complications and relieves the symptoms in the majority of such patients.
Introduction
In 1980 we reported the development of a technique for applying cryosurgery to the urethra in cases of urethrotrigonitis or urethral syndrome (Parkes & Boreham 1980) . Thirty-five cases were reported then and compared with a similar number treated by more traditional methods. The results were encouraging, and the present paper describes recent developments and reports the results in a futher 350 cases.
In every urological clinic there is a number of women complaining of frequency and dysuria, with or without haematuria. Some will be found to have significant surgical disease such as bladder tumours, tuberculosis, reflux, stones or interstitial cystitis. Others may have unstable bladders or true urinary infections. A number, however, will have none of these conditions, but a crystal-clear sterile urine, and on cystoscopy will be seen to have a mild congestion of the trigone and urethra, often with inflammatory polypi around the internal meatus. It is these cases which have been labelled as the urethral syndrome or u.rethrotrigonitis.
Frequency and dysuria in women in the absence of infection or other organic disease has been a problem for urologists for many years. Older textbooks of urology describe the irregularities in the urethra and polypi around the bladder neck which can be seen on cystourethroscopy, and traditionally these have been treated by hygienic methods and by urethral dilatation (British Medical Journal 1968).
Recently attempts have been made to find more rational treatment. Hendry et al. (1973) reported unpredictable results using urethral dilatation for cases. with and without infection and distal urethral stenosis without reflux. They described a 'dysfunctional bladder syndrome'. Kaplan et al. (1973) compared the results of dilatation, urethrotomy and medication alone in the treatment of similar patients, and found little difference between the three categories. Farrar et al. (1973) evaluated the use of otis urethrotomy in female patients with recurrent symptoms of infection, demonstrating benefit in 68% after 31 years of follow up. Rees et al. (1976) carried out urodynamic studies before and after dilatation and compared the results with patients treated by medication alone; they found little significant difference. Splatt & Weedon (1977) reported improvement in 38 of 40 women with the urethral syndrome following Richardson urethroplasty. The use of urethrolysis and 'Accepted 14 September 1983 urethroplasty in female patients with symptoms of frequency and dysuria, whether or not there was any stenosis of the urethral meatus, was described by Richardson & Stonington (1969) who claimed good results in 66% after one year. The whole subject has been reviewed more recently (British Medical Journal 1981) .
The cryosurgical wound has the advantage that it is almost painless at the time of formation and during healing; this has enabled us to administer only surface mucosal anaesthesia for outpatients, using a cryoprobe with a newly developed applicator. Moreover, the cryosurgical wound does not bleed and heals with a supple scar which is less sensitive than the previously inflamed mucosa. As Powell et al. (1981) have shown, sensitivity of the urethra is one of the factors closely related to the symptoms of these patients, and reduction of this sensitivity probably contributes significantly to the success of the treatment.
Methods
The original applicator described in 1980 was made by hand from polythene; the new model is made in a mould from a harder polymer. Further applicators can easily be made as required. The applicator or guard is designed to fit over the active metal cryoprobe made by Keymed, which is to be.found in most operating theatres (Figure 1 ). When inserted together into the urethra the guard protects the lateral walls of the urethral mucosa from the metal of the probe, so that when the nitrous oxide is turned on only a strip of mucosa anteriorly and posteriorly is frozen by contact with the metal and the lateral walls are unaffected ( Figure 2 ). The probe with the guard in place has a diameter equivalent of only 14 English or 24 Charriere; dilatation therefore plays no part in the procedure. The nitrous oxide is left turned on for about 20 seconds in the first instance, by which time the metal will be adherent to the mucosa. Slight traction on the probe will then expose the adherent mucosa in the front, and the gas is left turned on until a strip of mucosa 1-2 mm wide is frozen white. The gas is then switched off and, after a few more seconds, the mucosa thaws and the probe and guard can easily be withdrawn. Bimanual examination and inspection of the cervix can then be carried out, and any other necessary procedure such as cryosurgery to a cervical erosion performed.
This procedure can be performed on an outpatient basis under local anaesthesia. Most patients recover quickly afterwards although there is usually some frequency and dysuria for a few hours, as after any cystoscopic procedure. Thereafter, most cases steadily improve although a few have required a second treatment. No case has been treated a third time.
For Ill patients a detailed proforma was compiled before treatment and completed 3-6 months after treatment to enumerate diurnal and nocturnal frequency and assess other symptoms. All patients were then asked whether they thought the treatment had been of any value and whether they would be prepared to have the same treatment again if they had any recurrence. 
Discussion
There is probably a psychological element in some of these cases and not all have been completely relieved of all their symptoms, as can be seen from the results, but very few have been no better and none has been made worse. By the same token, this treatmentlike others -has no doubt a placebo effect which is not to its detriment.
